W
e read the report entitled "Emergence of colistin resistance in Enterobacteriaceae after the introduction of selective digestive tract decontamination in an intensive care unit" by Halaby and colleagues (1) . Although we are quite familiar with the issue of selective digestive decontamination (SDD) and resistance (2) (3) (4) , this report on the subject raises some concerns.
Apparently the intensive care unit (ICU) in Enschede, The Netherlands, faces three problems: (i) an outbreak or endemicity of extended-spectrum beta-lactamase (ESBL)-producing Klebsiella pneumoniae (ESBL-Kp) strains, (ii) an increase in colistin resistance (CR) among ESBL-Kp strains, and (iii) an increase in tobramycin resistance (TR) among CR potential pathogens. The authors tested one potential cause: the use of SDD.
We are concerned with the study for five reasons: the authors fail (i) to provide basic data on the type of patients included in the study; (ii) to use appropriate epidemiological estimators such as prevalence, cumulative incidence, or density incidence (the authors use the term occurrence); (iii) to distinguish imported from ICU-acquired potential pathogens; (iv) to report whether the studied potential pathogens originated in SDD-treated or in non-SDD-treated patients (SDD was stopped in 2007 when there were only three cases of ESBL-producing K. pneumoniae in the last 9 months of 2006, the lowest incidence of the study period); and (v) to detail the frequency of sampling (diagnostic samples from 2001 are included, a period when surveillance samples were not taken).
Most importantly, essential data, e.g., whether there is an increase or decrease in the incidence of studied potential pathogens, are not available, as there is no control of potential confounding factors.
Finally, in the discussion the authors ignore the published evidence that SDD is associated with a reduction of antibiotic resistance and with control of outbreaks due to multiresistant potential pathogens (2-4). They are not interested in explaining that observation.
In conclusion, we feel that this is an inappropriate study with a low level of evidence (5) . The message that "SDD should not be applied in outbreak settings when resistant bacteria are prevalent" is supported only by one sophisticated statistical analysis when the explanatory variables included in the model are SDD, sampling day, and type of culture. This ICU study does not pay attention to the imported cases, the antibiotic policy, or the type of patients to explain antibiotic resistance.
